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Abstract
Compassion fatigue (CF) is a problem seen within healthcare institutions worldwide,
especially critical care units and emergency departments (EDs). The problem identified
in this quality improvement (QI) project was CF, experienced by nurses in the ED. The
effects of CF cross nurse–patient boundaries and negatively impact a patient’s
expectations of having a quality care experience. The Iowa model’s evidence-based team
approach was used to guide the development of the education initiative for nurses on
recognizing, preventing, and identifying methods of coping with CF in the ED. The
outcome products for the project included an extensive review of the literature, a
curriculum plan to educate ED nurses on CF, and a pretest/posttest to validate ED nurses
knowledge about CF. The content of the project was measured by 2 master’s-level
prepared education experts using a dichotomous scale. The format evaluated content
material using total scores of 1 for content (not met) and total scores of 2 for content
(met). The average score was 2, which demonstrated the objectives for the education
initiative were identified and the goals were met. The content experts also conducted
content validation of each of the 14 pretest/posttest items using a 4-point Likert scale
ranging from 1 (not relevant) to 4 (very relevant) that resulted in a content validation
index of 1.00, showing that the test items were covered in the curriculum.
Recommendations were made for item construction improvement and omission of the
Iowa model from the curriculum plan and pretest/posttest. The project promotes social
change through the facilitation of patient satisfaction, quality of patient care, and
prevention of CF on nursing staff.
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Section 1: Compassion Fatigue in Emergency Department Nurses
Introduction
The Essentials of Doctoral Education for Advanced Nursing Practice
competencies were developed to represent foundational expectations for Doctor of
Nursing Practice (DNP) nurses in their role to eliminate health disparities and promote
patient safety and excellence in practice (American Association of Colleges of Nursing
[AACN], 2006; Zaccagnini, 2011). This DNP project pertained to Essentials II:
Organizational and Systems Leadership. Essentials II indicate that students must be
proficient in quality improvement strategies and in creating and sustaining changes at the
organizational and policy levels (Zaccagnini, 2011). Improvements in practice are
neither sustainable nor measurable without corresponding changes in organizational
arrangements, organizational and professional culture, and the financial structures to
support practice (AACN, 2006).
Nurses employed within the emergency department (ED) of a Level II trauma
center located on the east coast of the United States were experiencing the condition
known as compassion fatigue, as demonstrated by the increased use of sick time resulting
in decreased staffing and delayed patient care. In addition, some patients verbalized to
call-back nurses who followed up after care at the healthcare facility that they were
dissatisfied with the care received and were concerned about increased wait times for
medications potentially making their medical conditions worse.
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Compassion fatigue (CF) is described as an emotional, physical, and mental
disconnect whereby empathy is lacking. CF affects medical and nursing providers by
inhibiting their ability to provide adequate, safe, high-quality care (Coetzee & Klopper,
2010; Mealer & Jones, 2013). Nurses who are affected by CF have expressed feelings of
depression, which may be related to the constant emotional trauma they experience
because of being employed in critical care areas such as hospice, ICU units, and EDs.
Providing education on how to recognize, prevent and, identify methods for coping with
CF to minimize the negative nursing effects and patient outcomes caused by CF. The
early identification of risk factors can help nurses and organizational leaders identify
interventions to guide the healing process (Flarity, Gentry, & Mesnikoff, 2013).
Background
Compassion was defined by Harris and Griffin (2015) as an act of providing
assistance to families, individuals, and communities when they require guidance to cope
with physical, spiritual, and emotional distress. Compassion fatigue in nurses refers to a
lack of empathy and an inability to provide nurturing care or connection on a personal
level with the patient’s pain and anguish (Harris & Griffin, 2015). Compassion fatigue
has increased within the nursing profession and affects nurses and patients differently.
Hunsaker, Chen, Maughan, and Heaston (2015) completed a study to determine the
prevalence of compassion satisfaction (CS), CF, and burnout (BO) in ED nurses, and to
identify risk factors exposing nurses to the conditions. The study included registered
nurses (RNs) with at least 1 year of ED experience who were currently employed in an
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ED with patient care interaction on average of at least 8 hours per week. The study
indicated that the longer a nurse is employed in these critical care areas or exposed to
trauma, the more likely he or she is to have CF. As noted by Sacco, Ciurzynski, Harvey,
and Ingersoll (2015), six standards for establishing and maintaining a healthy
environment for both patients and employees can help organizations identify the factors
that promote a healthy work environment. The problem of CF has a direct negative
impact on an organization's goals for patient safety, patient satisfaction, and employee
job satisfaction.
MacKusick and Minick (2010), reviewed studies of analyzed work environments
and work-related stressors and found that nurses employed in critical areas are exposed to
and are more likely to be affected by mental and physical exhaustion, causing more
missed days of work. According to Harris and Griffin (2015), common symptoms
experienced by nurses that are essential to a diagnosis of CF include spiritual, decreased
sense of fulfillment, disconnectedness to people, lack of motivation, sensation of fatigue,
personal and career dissatisfaction, and feelings of helplessness related to unrelenting
sacrifice of self and/or prolonged exposure to trauma. These symptoms are exhibited by
nurses employed in critical care areas because of the repeated emptiness emotional
exposure to trauma they experience.
The escalation of symptoms from emotional to physical and then to psychological
can be seen over time and usually begins with subtle problems, such as loss of workrelated satisfaction (Shepard, 2015; Stamm, 2015). Accompanying symptoms of low
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morale, physical and emotional exhaustion, impaired job performance, absenteeism, and
decreased nursing retention within departments are described by nurses who have left the
profession as the only viable means to escape CF (Mackusick & Minick,
2010). Educating ED nurses about CF is a necessity for the delivery of quality patient
care and positive outcomes. Nurses may acquire coping skills after being educated about
the problem, ensuring they are mentally and physically equipped to perform their duties
(Harris & Griffin, 2014).
Problem Statement
The problem addressed in this quality improvement (QI) DNP project was CF,
which is experienced by nurses in the ED. The effects of CF cross nurse–patient
boundaries and affect patients and what they expect as part of their quality care
experience. At the study site, patients verbalized concerns to call-back nurses about
delays in patient care as well as care received from nurses who appeared overwhelmed by
their assignments. The ED nurses brought their concerns to the leadership team in an
effort to develop interventions to decrease patient and nursing dissatisfaction. The ED
has seen an increase of nurse turnover due to several contributing factors, such as
increased census, higher patient acuity, nurses advancing into other professions or
obtaining higher nursing degrees, and nurses transferring into other departments or units
to avoid the demands of ED nursing and CF (Harris & Griffin, 2015).
ED nurses often experience an influx of complex patients and challenging nursing
assignments that cause feelings of fatigue, exhaustion, being overwhelmed, and trauma at
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the end of their shifts (Coetzee & Klopper, 2010). CF symptoms develop over time and
progress from emotional and physical to psychological complaints affecting the
individual’s well-being and ability to cope (Coetzee & Klopper, 2010; Mealer & Jones,
2013). The symptoms of CF can be difficult to recognize because of their similarities to
symptoms of other conditions such as posttraumatic stress disorder (PTSD), a condition
whereby individuals are negatively affected by a previous traumatic experience;
depression, a feeling of hopelessness and worthlessness; and secondary traumatic stress, a
condition that affects those who are friends, family members, or caretakers of individuals
who have experienced traumatic events (Dominguez-Gomez & Rutledge, 2009; Figley,
1995; Mealer & Jones, 2013).
I have observed the above-mentioned contributing factors within the healthcare
organization with the realization that CF is partially responsible for the decrease in
nursing retention. Continuous fatigue and exposure to complex nursing assignments have
caused many nurses to feel mentally debilitated and unable to react as needed to prevent
delayed patient care (Mealer & Jones, 2013). Nurses in the ED exhibit symptoms of CF
dependent upon independent risk factors, including patient assignments or other workrelated and personal factors, and identifying symptoms is essential to early recognition of
CF and prevention of misdiagnosis. According to Shepard (2015), nurses may still have
compassion when the emotional aspect of the profession renders them apathetic. The
problem of CF continues to transition from an issue only affecting nurses’ assignments
while at work to an issue also affecting nurses’ personal lives.
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Purpose Statement
The purpose of this DNP project was to develop an initiative to educate ED nurses
on recognizing, preventing and identifying methods of coping with CF. According to
Collins and Long (2003), nurses affected by CF exhibit behaviors that may cause harm to
themselves and the patients entrusted to their care, and if nurses are educated about CF
risk factors and coping strategies, the outcomes can be different if they are affected.
Goal and Outcomes
The goal of this doctoral project is to bring awareness of CF among ED nurses
through an educational initiative. The outcomes are as follows:
•

Literature review matrix

•

Professional Quality of Life (ProQOL) satisfaction scale

•

Curriculum plan

•

Pretest/posttest
Project Model

The Iowa model of evidence-based practice (EBP) was applied to the
project. According to Brown (2014), the Iowa model can help nurses and other
healthcare providers translate research findings into clinical practice while improving
outcomes for patients. Brown stated that the Iowa model identifies problem-focused
triggers such as problems that derive from risk management data, financial data, or the
identification of a clinical problem (e.g., patient falls or medication errors) or knowledgefocused triggers (information that has clinical relevance to the problem) where an EBP
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change might be warranted. Using the Iowa model, evidence-based literature was
reviewed to guide the development of an intervention plan to provide the desired
outcome for nurses, the ED, and the organization. Titler, Kleiber, Steelman, Rakel,
Budreau, Everett, and Goode, (2001) found that the use of specific criteria is helpful
when the findings of evidence-based literature or research are being considered for
implementation into practice. Titler et al., (2001) encouraged the use of research and
literature that shares similarities including relevance, feasibility of the findings, type and
quality of study, and risk-benefit ratios of the problem. Doody and Doody (2011)
reported that the Iowa model focuses on organization and collaboration incorporating
research, knowledge, and problem-focused triggers leading staff to question current
nursing practices and whether care can be improved using current research findings.
Nature of the Project
Brown (2014) identified the steps of the Iowa model as a process that allows for
smooth transition of evidence into clinical practice. I received permission to use the Iowa
model framework to guide the development of my initiative. Step 1 of the Iowa model is
to identify the problem; for this project, the problem was identified as compassion fatigue
in ED nurses. The purpose and goal of this project was achieved through me, as the team
leader, leading a team of stakeholders within the organization, whose members include
the following:
•

Director of nursing for emergency services.

•

Clinical nurse educator of ED.
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•

Manager and assistant managers of the ED.

•

Nurses who are at risk for or affected by CF.

Step 2 of the Iowa model involved forming a team for an extensive evidencebased analysis and synthesis of the literature. The third step in the Iowa model was the
retrieval of evidence, and the fourth step was reviewing the evidence, which was
presented to the committee, whose members used the evidence to guide the development
of the educational initiative. The fifth step of the Iowa model was development of the the
plan and was be completed by me and the team of stakeholders identified above.
Implementation is Step 6 of the Iowa model and will be completed by me after
graduation. Last, Step 7, the evaluation, was guided by the team of stakeholders and
included a content evaluation by content experts, a content validation index score
provided by content experts, and a summative open-ended questionnaire completed by
the stakeholders on the products, the process, and my leadership.
Definitions
The following terms were used in this project about CF.
Burnout (BO): The experience of emotional exhaustion, loss of motivation,
depersonalization, and reduced personal accomplishment (Harris & Griffin, 2015).
Compassion fatigue (CF): Involves emotional, physical, and spiritual weariness of
nurses causing inability to nurture, lack of empathy, and emotional disconnect from
patients’ anguish (Smart, English, James, Wilson, Daratha, Childers, and Magera,
2014).
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Compassion satisfaction (CS): Positive feelings derived from helping others
through traumatic situations (Dunn, 2009, Sacco et. al., 2015; Stamm, 2015).
Evidence-based practice (EBP): Conscientious integration of best research
evidence with clinical expertise and patient values and needs in the delivery of quality,
cost-effective healthcare (Grove, Burns and Gray, 2014).
Posttraumatic stress disorder (PTSD): A mental health problem that develops
following exposure to a stressful event or a situation of an exceptionally threatening or
catastrophic nature, which is likely to cause pervasive distress in almost anyone (Practice
Nurse, 2016).
Secondary traumatic stress (STS): The affected individual is not the primary
person who was affected by the trauma but has a relationship with traumatized clients
(Figley, 1995).
Assumptions
According to Grove, Burns, and Gray (2014), assumptions are defined as
statements that are taken for granted or considered true, that are unrecognized, and that
require introspection to be uncovered. The assumptions for the project included the
following:
•

Nurses want to feel better about their job performance and not be
overwhelmed by their profession.

•

Organizational leaders are concerned about the well-being of their staff and
support this educational initiative.
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Scope
The scope of the project include ED nurses, the leadership team, and nurses from
the follow up team.
Significance of the Project
CF affects nurses who are employed in critical care areas including the
ED. Presently, nurses are unaware and unsure of how to prevent and cope with the
symptoms of CF (Harris & Griffin, 2015). Literature reviews have focused on the
contributing factors that increase nurses’ risk for exposure to CF, such as working long
hours leading to exhaustion, having challenging patient assignments with decreased
staffing, and other non-work-related personal matters. According to Hooper, Craig,
Janvrin, Wetsel, and Reimels, (2010) nurses across the nation are struggling to balance
demands for improved patient satisfaction and outcomes with demands for greater
efficiency at a time when patients expect improved service. In addition, this doctoral
project will assist the organization’s leaders with cost containment by identifying factors
that contribute to decreased nursing retention in the department. The project has the
potential to support a stronger, healthier, and satisfied workforce, and provide methods
for coping to nurses that can help with improving job performance and patient
satisfaction.
Summary
In Section 1, CF has been defined as a combination of symptoms including
chronic or prolonged exposure to trauma or stressful situations that affects a nurse’s
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ability to nurture or empathize, leading to a lower quality patient care experience. In the
next section of this project, I discuss the framework under which the project was
developed and present an extensive review of the literature to better understand CF and
identify best practices in avoiding and managing CF.
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Section 2: Review of Scholarly Literature
Introduction
The problem addressed in this doctoral project is CF experienced by nurses in the
ED. The purpose of the project is to develop an initiative to educate ED nurses on how to
recognize, prevent, and identify methods for coping with CF. In this section of the
project, evidence-based literature about CF is reviewed to identify the gap between what
is currently happening in the ED and what is identified in the literature. A review of the
literature contributes to evidence-based practice, thus improving the nursing profession
and how nursing care is rendered (Terry, 2015).
The phenomenon of CF was first introduced to the nursing workforce in the 1990s
in scholarly literature reviewing complaints verbalized and observed in nurses employed
in EDs (Boyle, 2011; Coetzee & Klopper, 2010; Potter, Deshields, Berger, Clarke, Olsen,
and Chen, 2010). Evidence-based literature has identified CF as a major work-related
condition that has emotional, physical, and mental symptoms (Shepard, 2015). Hooper et
al., (2010) stated that an individual who is affected by CF may have varied symptoms
such as sadness, depression, anxiety, intrusive images, flashbacks, numbness, avoidance
behaviors, cynicism, poor self-esteem, and survivor guilt. Mealer and Jones (2013)
identified nurses as being at an increased risk for posttraumatic stress disorder (PTSD)
due to work-related stress, particularly in specialty areas such as the intensive care unit,
emergency room, and oncology units, where the organizational philosophy or expectation
is to save lives. For people affected by symptoms of CF, continued exposure to suffering
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eventually leads to reduced productivity, increased staff turnover, sick days, patient
dissatisfaction, and risks to patient safety (Hegney, Craigie, Hemsworth, OsseiranMoisson, Aoun, Francis and Drury (2014). Sacco, Ciurzynski, Harvey, and Ingersoll
(2015) cited Dunn (2009) and Stamm (2015) identifying the primary reason that nurses
remain in the nursing profession as seeking to maintain a sense of compassion
satisfaction.
Literature Search Strategy
Evidence-based and scholarly articles including researches were examined for the
purpose of this DNP project using the World Wide Web (www), search engines such as
Bing and Google, nursing databases such as Cumulative Index of Nursing and Allied
Health (CINAHL) and Medline for peer-reviewed nursing journals and articles via
Walden University, and scholarly books. The key terms used when conducting the
literature search included compassion fatigue (CF), burnout (BO), evidence-based
interventions for CF, nurse retention, patient satisfaction, sick days, fatigue, barriers to
nursing retention, interventions for CF, coping with CF, and Iowa model. The 46
references chosen for the literature review were peer reviewed and ranged in year of
publication from 1992 to the present.
Iowa Logic Model
The Iowa model is a framework used by healthcare organizations to organize and
guide the translation of evidence-based research findings into clinical practice while
improving outcomes for patients (Brown, 2014).

The Iowa model is comprised of seven
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steps and provides a detailed path for implementing change. White and Spruce (2015)
stated that the use of the Iowa model focuses on organization and collaboration, allowing
nurses to target knowledge and problem-focused triggers, as well as encouraging
personnel to question current nursing practices and determine whether care can be
improved by using current research findings. Schaffer, Sandau, and Diedrick (2013)
identified the Iowa model as a process that leads to the formation of a team whose
members search, critique, and synthesize the literature. The second decision point
involves considering the adequacy of evidence to change practice. Inadequate evidence
leads the practitioner to a choice between conducting research and using alternative types
of evidence. When adequate evidence is found, a pilot of the change is conducted.
Evaluation of the pilot leads to the third decision point, which involves whether to adopt
the change in practice. Ongoing evaluation of the change and dissemination of results are
further components of the Iowa model.
Compassion Fatigue
A review of the literature contributes to evidence-based practice, thus improving
the nursing profession and how nursing care is rendered (Terry, 2015). CF affects patient
satisfaction and outcomes, nursing retention, and nursing attendance. The biggest
problem with CF is misdiagnosing and confusing the condition with other conditions
such as BO. Compassion fatigue can occur over time and is caused by a lack of empathy,
unlike BO, which has a gradual onset and is associated with factors such as high patient
acuity, overcrowding, and problems with administration (Flarity et al., 2013).
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Risk Factors for Compassion Fatigue
ED nurses encounter a variety of traumatic nursing experiences, work-related
stressors, and personal factors that place them at risk for CF (Coetzee & Klopper,
2010). In addition to risk factors, occupational factors such as working long hours,
staffing shortages, and increased census can contribute to CF, placing ED nurses in a
continuous emotional state of being overwhelmed (Houck, 2014). Hunsaker et al. (2015)
conducted a study to determine the prevalence of CS, CF, and BO in ED nurses. The
study was a nonexperimental, descriptive, and predictive study using a self-administered
survey. Randomly chosen nurses from different states within the United States were
mailed survey packets that included a demographic questionnaire and the Professional
Quality of Life Scale, Version 5 (ProQOL 5). The ProQOL 5 scale was used to measure
the prevalence of CS, CF, and BO among ED nurses. Multiple regression using a
stepwise solution was employed to determine which variables of demographics and
work-related characteristics predicted the prevalence of CS, CF, and BO (Hunsaker et al.,
2015).
Nurses who are employed in high-acuity units such as critical intensive care units
and EDs are at increased risk for CF exposure; these critical care nurses experience
higher patient turnover and patient acuity compared to nurses in other units in the hospital
(Hunsaker et al., 2015). In addition, Hunsaker et al., (2015) identified correlations with
CF and the length of time the affected nurse had worked in the critical care unit, the
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length of time the affected nurse had practiced nursing, and the number of hours the
affected nurse worked per week.
Hunsaker Chen, Maughan, and Heaston (2015) identified through their research
that the more years a nurse has practiced, the higher the level of CS and the lower the
level of BO the nurse will experience. Nurses reported acknowledging signs and
symptoms of CF due to increased workload yet continued to provide care, stating that the
outcome of knowing that they were helping patients outweighed their feelings of
exhaustion (Hunsaker et al., 2015). The results revealed average to low levels of CF and
BO and average to high levels of CS among this group of ED nurses. Demographic and
work-related characteristics, such as age, educational background, and years as a nurse,
influenced the prevalence of CS, CF, and BO among ED nurses (Hunsaker et al., 2015).
In addition, no significant relationship existed between the years a nurse worked in the
ED and the level of CF, or between the average number of hours that ED nurses worked
per week and levels of CS, CF, and BO. Further, there was no significant difference in
CF between nurses who worked 8 to 10-hour shifts and those who worked 12-hour and
other shifts. Hunsaker et al., (2015) stated that the results of their study varied, indicating
a low to average level of CF and BO among ED nurses, which was not consistent with
the results of previous studies related to ED nurses who perceived significantly higher
levels of these two negative phenomena.
According to Harris and Griffin (2015), CF does not discriminate and can affect
both novice and experienced nurses. In addition, stress is the main contributing factor
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related to CF (Casey & Hancock, 2004). Casey and Hancock (2004) stated that novice
nurses reported increased stress, feelings of incompetence, and lack of confidence during
their first year. The findings of the study identified nurses experiencing stressful life
events after entering the nursing profession. The findings revealed that 89.2% were
exposed to a stressful event within the first 3 months as a nurse and that of these nurses
65.8% experienced an event directly happening to them, 60.6% witnessed a stressful
event, and 66.7% learned about a stressful event happening to someone close to them.
During the time of the survey, a large percentage of nurses, 34.5%, witnessed a
particularly stressful life event, while 26.7% witnessed or experienced a life-threatening
illness or injury, 26.75% witnessed severe human suffering, and 13.4% witnessed
unexpected death (Meyer Li, Klaristenfeld, and Gold, (2015).
Sawatzky and Enns (2012) stated that factors for predicting CF can be influential
factors such as organizational climate and person (i.e., personal/demographic) and
include job satisfaction, engagement, professional quality of life (i.e., CS, CF, and BO),
and caring. Sawatzky and Enns (2012) conducted a cross-sectional survey with 261
registered nurses employed in EDs within rural, urban community, and tertiary hospitals
in Manitoba, Canada. The study set out to identify factors that would predict the
retention of nurses and the organizational climate of the healthcare institutions where
they were employed. The findings revealed that a quarter of the nurses surveyed would
remain employed over the next year and that major factors that affect nursing retention
are closely associated with job satisfaction, CF, and BO. In addition, nursing
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management, professional practice, collaboration with physicians, staffing resources, and
shift work emerged as significant influencing factors for engagement, which was the
other factor identified as a nursing retention barrier. ED nurses encounter contributing
factors of CF that may predict when CF and BO are occurring. Factors that improve
satisfaction at work require the development of strategies to guide how affected nurses
provide excellent care without compromising their own health and happiness.
Recognition of Compassion Fatigue
The signs and symptoms of CF can be mild initially, with complaints of
weakness, fatigue, or headaches, or they may be moderate, with symptoms that may
include anxiety, loss of appetite, insomnia, or diminished performance at work. Severe
symptoms of CF include loss of endurance, inability to concentrate, and lack of empathy
(Hooper et al., 2010). Nurses affected by CF exhibit behaviors that may cause harm to
themselves and the patients entrusted to their care (Hooper et al., 2010). White and
Brown (2012) stated that maximizing nursing staff ensures quality care and patient
safety. Hooper, Craig, Janvrin, Wetsel, and Reimels (2010) completed a research study
to compare patterns of CS, BO, and CF among nurses working in EDs with those of
nurses working in other inpatient specialties to identify the severity of risk factors and the
onset of symptoms. The research consisted of 139 surveys being distributed to ED
nurses; 114 surveys were returned completed. The participants were all nurses; the
majority were ED nurses, and others were from specialty units such as oncology,
intensive care, and nephrology. The majority of ED nurses who responded, 61%, worked
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the day shift, while 39% worked nights (Hooper et al., 2010). The results were that
approximately 82% of emergency nurses had moderate to high levels of BO, and nearly
86% had moderate to high levels of CF.
Assessing Compassion Fatigue
According to Smart et al., (2014), the Professional Quality of Life Scale
(ProQOL) helps in identifying modifiable risks and developing protective interventions
for work-related factors contributing to CF. Smart et al., (2014) reported in their study
that outcomes for workers affected by CF include disengagement from patients, poor
attitude on the job, lack of concern, and lateness and/or absenteeism. In addition, Sacco
et al., (2015) reported that the ProQOL questionnaire helps to identify positive and
negative factors affecting patient care to achieve a balance in patient and employee
satisfaction.
Coping Methods for Compassion Fatigue
The Indiana State Nurses Association (ISNA; 2012) reported that self-awareness
and self-care are the first steps in combating the debilitation associated with CF. In
addition, the ISNA identified self-reflection, finding balance in daily activities, spending
time alone, and setting boundaries (saying “no”) as effective strategies for coping with
CF. ED nurses are unsure how to cope with the sudden onset of CF symptoms as they
work through their long shifts and provide care to patients with traumatic and complex
illnesses (Smart, 2014). The ISNA recommended several methods for coping with CF.
The recommendations include, changing one’s personal engagement level with a patient
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or situation, changing the nature of the work involvement by transferring or going to a
part-time position, changing shifts, taking extra days off, seeking help from colleagues
for informal debriefing, recharging at a retreat or creating a “stress-free zone”,
developing a career plan, and nurturing positive relationships at work and at home. CF
progresses from emotional and physical to psychological symptoms for ED nurses
because of an inability to accept the problem as an occupational hazard caused by related
factors (Bush, 2009; Hegney et al., 2014; Rourke, 2007).
Patient Satisfaction and Compassion Fatigue
According to Hunsaker et al., (2015), patient satisfaction is a quality care
initiative measure used by healthcare organizations to identify patient experience. The
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) is a
hospital survey measuring patients’ experience, and the results from these surveys help
healthcare organizations develop initiatives for improvement (Huppertz & Smith, 2014).
The Centers for Medicaid and Medicare Services (2011) implemented a pay-for-service
plan whereby healthcare organizations receive monetary incentives for meeting the
national standards and goals identified for the patient population served. The patient
rates the health care provider’s performance for quality care and satisfaction, which
determines whether reimbursements are disbursed. Healthcare organizations that do not
meet these expected goals will not receive incentives and are expected to improve their
areas of identified weakness by implementing unit-based initiatives to educate the staff.
The ED provides follow-up calls to discharged patients in addition to mailing out surveys
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to have patients rate their hospital visit and patient care experience. The information
received provide the ED with a better understanding of where its weaknesses are, as well
as which current methods should be considered or discontinued.
Sick Days and Compassion Fatigue
Nursing in an ED can be challenging; nurses experience complex patient
assignments and can become overwhelmed. CF affects nurses and the manner in which
they provide patient care. According to Puetz and Thomas (1996), excessive absenteeism
interrupts the continuity and quality of patient care. Sick calls have become the coping
action used by nurses to detach them from CF (Boyle, 2011). In a study completed by
Survey Responses (2006), nurses were asked if their facility supported their decision not
to come to work; 49% reported yes, while 51% reported no. Nurses reported feeling
fatigued, frustrated, overwhelmed, and burnt out due to complex nursing assignments and
working with less than adequate staffing. In this situation, nurses may call out sick from
work, stating that they are tired and unable to unwind when faced with the knowledge
that they must return to the same working conditions every time that they are scheduled
to work (Boyle, 2011). In addition, Boyle (2011) reported, a nurse's job performance
may be assessed through measurement of productivity (on a daily basis and in terms of
sick days) and efficiency (work execution and association with errors), which, if CF
symptoms are present, may be impaired.
Absenteeism in the ED by nurses increases costs for the organization, causing the
organization to pay overtime to another nurse or use an emergency nursing agency.
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Hurst and Smith (2011) conducted a study that included healthcare organizations that
employed permanent and temporary staff, in order to identify differences in quality of
patient care. The medical units were divided into 368 units in which only permanent staff
were employed and 237 wards with permanent and temporary staff present during the
observation studies. The research findings identified that workload and time out
(sickness, absence, etc.) were greater in wards employing temporary staff than in units
with permanent staff only, thereby justifying hiring short-term staff. Wards with
temporary and permanent staff were more expensive to run, and working styles were
different. Overall quality scores, however, were no different in the two types of ward
(Hurst & Smith, 2011). The use of sick time by nurses affected by CF, as an alternative
to other coping methods, decreases the continuity and quality of patient care. According
to Hunsaker et al., (2015), CF and BO may cause a nurse to become detached from
patient care, and nurses are unable to meet the expectation of delivering quality patient
care or have patients experience satisfaction with care rendered if there are no
interventions or coping strategies in place for CF. In addition, feelings of low morale in
the workplace increase absenteeism (Jones & Gates, 2007; Portnoy, 2011).
Nurse Retention and Compassion Fatigue
According to Sawatzky and Enns (2012), key factors influencing nursing
retention in the ED include factors relating to BO in addition to the stressors of providing
nursing care to critically ill patients. The retention of ED nurses will reduce health-care
costs and optimize patient and nursing work–life outcomes (Sawatzky & Enns, 2012).
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According to Hunsaker et al., (2015) recognizing factors that improve satisfaction at
work may be useful in retaining ED nurses, and developing strategies to support, and
provide excellent care without compromising their own health and happiness.
Dominguez-Gomez and Rutledge (2009) used the Secondary Traumatic Stress (STS) tool
to measure CF exposure for ED and inpatient specialty unit nurses, they reported high
levels of CF among the ED nurse respondents that may affect patient care and contribute
to BO. STS is defined as the emotional, physical or psychological reaction of an
individual to someone else’s exposure to a traumatic experience (Dominguez-Gomez and
Rutledge, 2009). Hooper et al., (2010) researched the effects of nursing retention and CF
by comparing the effects of stress measured through the Professional Quality of Life
(ProQOL) satisfaction scale. Their study did not show a significantly statistical
difference in CF levels of the nurses in specialty units and did attest that ED nurses were
at risk for less CS; however, having the ability to recognize symptoms of CS, CF, and BO
will help nurses maintain caring attitudes with patients and work closely with managers
and colleagues to develop interventions for best practice for nursing retention and patient
satisfaction.
Outcomes of Compassion Fatigue
Patient outcomes are negatively impacted when nurses are unable to remove
themselves from the source of distress causing them to feel apathetic. Nurses explain
feeling frustrated, fatigued, and resentful of the demands accompanying their patient
assignments that cause patients to receive less than quality care (Boyle, 2011). The
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outcomes for nurses who are affected by CF are to have decreased symptoms through
early identification of risk factors and by implementing coping strategies before symptom
escalation. Hegney et al., (2014) researched anxiety, stress, and depression in the nursing
workforce along with the concepts of CF, CS, and BO to identify appropriate strategies to
build and maintain psychological wellness in nurses. The results of their study showed
when the factors of depression, anxiety, and stress were examined together the risk for
CF increased; BO, and secondary traumatic stress were significantly related to higher
anxiety and depression levels. Higher anxiety levels were correlated with nurses who
were younger, worked full-time, and without a postgraduate qualification. Twenty
percent of the nurses surveyed had elevated levels of compassion fatigue, 7.6% having a
very distressed profile. At-risk nurses’ stress and depression scores were significantly
higher than nurses with higher compassion satisfaction scores (Hegney et al., 2014). The
symptoms of CF (how nurses react to stressors pertaining to patients), CS (the emotional
gratification experienced by nurses when providing patient care), and BO (workplace
stressors for which the nurse has no control) presents differently for each nurse who is
affected, and the ability to identify these conditions is essential for implementing the
correct interventions to avoid escalation of CF (Boyle, 2011).
Summary
The literature review section of this project summarized peer reviewed articles
that speak to the problem of CF and how the symptoms of CF can progress from mild to
severe. The evidence-based review found the residual effects of CF included decreased
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nursing retention in units that employ nurses who experience CF and decreased patient
satisfaction because of poor nursing care (Harris & Griffin, 2015). The project helps
nurses to cope with CF, provide quality patient care, and re-evaluate wanting to leave the
unit or profession. Section 3 of this project discusses the project approach, methods used
to gather data, and the educational initiative plan to teach ED nurses about coping with
signs and symptoms of CF.
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Section 3: Approach and Methods
Introduction
The purpose of this Doctor of Nursing Practice project was to develop an
educational initiative to inform ED nurses on recognizing, preventing, and identifying
methods of coping with CF. In the following section, I discussed the approach and
methods.
Approach
Multidisciplinary Team
The second step in the Iowa model focused on team development. For this
project, the team included stakeholders such as me as the leader of the team, the director
of nursing education for the healthcare organization, the director of nursing for
emergency services, the clinical nurse educator of the ED, manager and assistant
managers, and nurses who may be affected by CF. The team members were essential to
project plan, each participant had a valuable role in determining how CF should be
managed. Hodges and Videto (2011) stated that the involvement of individuals affected
by a problem in the planning process to promote a change in practice will develop
program ownership to propel the acceptance of a new change and education plan.
Role of the Leader
I provided an extensive literature review to the team about CF, and developed an
educational plan to help ED nurses recognize and cope with CF.
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Role of the Team
The team consisted of stakeholders in the ED who contributed to the recognition,
prevention, and methods for coping with CF in the ED. The team included the following:
•

Director of nursing for emergency services: Responsible for overseeing the
overall management of the ED and reviewing the plan to determine if the ED
budget can accommodate the intervention plan.

•

Director of nursing education for the site: Responsible for the general
education of nursing staff in the healthcare organization.

•

Clinical nursing educator for the ED: Ensures that nurses in the ED are
competent in their nursing skills and up to date with the latest evidence-based
practice research, enabling them to provide quality care to all patients entering
the ED.

•

Manager/assistant managers: Needed in the plan to review how CF has
increased sick calls, affected staffing, and affected the flow of nursing care in
the department.

•

Nurses who may be affected by CF: Vital to the team to provide testimony
about risk factors, symptoms, and potential interventions that can assist with
the management of CF.
Evidence Retrieval

The third step in the Iowa model is retrieval of evidence, wherein the stakeholders
identify the key terms (Goody & Goody, 2011).
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Outcomes
•

Literature review matrix

•

Professional Quality of Life (ProQOL) Satisfaction Scale (Stamm, 2015)

•

Curriculum plan

•

Pretest/posttest
Population for the Project

•

Team members

•

Content experts
Evaluation/Data Collection/Analysis

Two content experts evaluated the content of the curriculum and the
pretest/posttest. The education experts are graduate-level professional registered nurses
who are certified in nursing education and employed as nursing educators. Quantitative
data was collected from the content experts through completion of the evaluation of the
Curriculum Plan (Appendix D) and the Pretest/Posttest Expert Content Validation
(Appendix H) form. A Qualitative Summative Evaluation (Appendix J) of the project, the
process, and my leadership was conducted at the completion of the project with
qualitative thematic responses.
Curriculum Content Evaluation
The purpose of the evaluation of the curriculum was to ensure the appropriateness
of the learning objectives, to improve the course by identifying gaps in the curriculum
plan and what is currently occurring in the ED.
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Pretest/Posttest Expert Content Validation
The purpose of the Pretest/Posttest Content Validation (Appendix H) was to
assure the test items match the objectives and content of the curriculum. The form was
completed by the content experts, and the item construction was reviewed by a doctor of
Philosophy (PhD) prepared expert in assessment. A Content Validation Index Summary
(Appendix F) for the pretest/posttest was determined based on a Likert-type scale of 1-4
responses.
Qualitative Summative Evaluation
An open-ended questionnaire was completed by stakeholders related to the
project, the process, and my leadership. The stakeholders evaluated the themes collected
from the questionnaires. The dataset consisted of thematic analysis of open-ended
responses.
Ethical Considerations
Approval for this DNP project was obtained from the Walden University
Institutional Review Board (IRB). The Walden University IRB approved the project on
June 13, 2016, issuing approval number 0379147 and an approved oversight agreement
was received via email from the project site on June 14, 2016.
Summary
In this section of the project, the development of an education initiative for ED
nurses to bring awareness about CF was presented. The project included identification of
work-related risk factors and personal factors that affect the ability of ED nurses to
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provide safe and effective patient care. A collaborative team of stakeholders from the ED
reviewed evidence-based literature about coping interventions for CF and worked closely
to guide the development of strategies and methods to manage CF. The Content Expert
Evaluation of the Curriculum Plan form (Appendix E) was reviewed by two content
experts using met or not met choices. The dataset consisted of descriptive analysis of the
education. The pretest/posttest items were validated by two content experts in education
for the CVI, and item construction was reviewed by an assessment and measurement
expert. The dataset consisted of a content validation index summary (Appendix F).
Lastly, section 4 covers the findings and evaluation of the project.
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Section 4: Discussion and Implications
Introduction
The purpose of this DNP QI project was to develop an initiative to educate ED
nurses on recognizing, preventing, and identifying methods of coping with CF. In this
section, the findings and evaluations/content validation of the educational initiative are
discussed, along with a summative evaluation of me as the team leader, as a scholar, as a
practitioner, and as the project developer, as well as how the project has contributed to
my professional development.
The goal of the project was to bring awareness of CF among ED nurses through
an educational initiative. The outcome products for the project included the literature
review matrix, the ProQOL satisfaction scale tool, the curriculum plan, and the
pretest/posttest. The implications for positive social change include ensuring nurses are
prepared with the educational tools needed to bring about an increase of nursing and
patient satisfaction while recognizing a condition that will affect the outcomes of patient
care and their well-being.
Evaluation/Findings and Discussions
The project was framed within the Iowa model (Appendix K) with the use of a
team approach (Brown, 2014).
Expert Review and Content Validation of the Project
The team reviewed the evidence-based literature that I presented related to the
problem of CF and strategies to implement measures for coping with CF. Two masters-
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level prepared clinical nursing educators evaluated the educational curriculum and
provided content validation of the pretest/posttest items. A PhD holder with expertise in
assessment reviewed the pretest/posttest item construction, and lastly, a qualitative
summative evaluation of the project was completed by the team members. The findings
and evaluation/validation are listed below:
Outcome 1: Literature Review Matrix (Appendix A)
Discussion. The project design and evidence-based literature were presented to
the team members, who discussed and identified pertinent literature.
Evaluation. The team agreed that the articles chosen for the project in the
literature review matrix provided ED nurses with the evidence of how CF can be
prevented and recognized, and methods for coping identified.
Recommendation. None.
Outcome 2: Professional Quality of Life Scale (Appendix B)
Discussion. The ProQOL satisfaction measurement tool was reviewed with the
team (Stamm, 2015). The results of the ProQOL scale can be incorporated into the
initiative to help isolate and identify concerns shared by the staff.
Evaluation. The team felt the ProQOL satisfaction measurement tool will benefit
the education initiative by providing nurses an opportunity to have their voices heard.
Data. None.
Recommendation. The team agreed that the scale should be anonymous.
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Outcome 3: Curriculum Plan (Appendix D)
Discussion. The educational plan was developed from the literature review matrix
and included the objectives, content, method of instruction, evaluation, and grading of
evidence. Content was included introducing the Iowa model, CF risk factors, signs and
symptoms, and methods of coping with CF for ED nurses.
Evaluation (Appendix E). The content of the project was measured by 2
master’s-level prepared education experts using a dichotomous scale. The format
evaluated content material using total scores of 1 for content “ not met” and total scores
of 2 for content “met”. The average score was 2, which demonstrated the objectives for
the education initiative were identified and the goals were met.
Data. Average score was 2, indicating that the objectives were met.
Recommendations. The team reviewed the results of the content experts and was
concerned that CF would be overshadowed by the information presented about the Iowa
model. The team felt that the Iowa model content should be removed from the curriculum
plan to maintain the focus of the presentation.
Outcome 4: Pretest/Posttest (Appendix G)
Discussion. A PhD holder with expertise in assessment evaluated the construction
of the pretest/posttest items. Two content experts reviewed the 14 pretest/posttest items to
assure that the items reflected the content and course objectives.
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Pretest/PosttestContent validation (Appendix I). The content experts validated
the 14-item pretest/posttest using a 4-point Likert-type rating scale ranging from not
relevant = 1 to very relevant = 4.
Data. Content Validation Index = 1.0.
Recommendation. The PhD expert recommended that a variety of question
choices, such as fill-in and true/false items, be added in addition to multiple-choice
testing items.
Qualitative Summative Evaluation (Appendix J)
A 7 item open-ended questionnaire was given to the 4 team members and 4
questionnaires were returned anonymously. Each team member was provided with an
envelope containing a copy of the project paper, curriculum plan, literature review
matrix, pretest/posttest items, and summative evaluation form. The project package was
hand delivered, and each participant was instructed to anonymously return the evaluation
form to the designated location of the assistant nurse manager’s office on a specific date
when I would not be present in the department. The team members returned their
evaluation forms anonymously to the assistant nurse manager’s office with their
evaluations included.
Evaluation. The team evaluated the team approach, effectiveness of the project,
the stakeholder and team member involvement, and the outcome products.
Data. Emerging themes from the evaluation included the following:
•

Effective leadership
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•

Knowledge about the topic

•

Accurate and current evidence-based literature

Recommendations. The team recommends including nurses from all shifts, 7a to
7p, 11a – 11p, and 7p to 7a, determining which shift experiences the worst exposure.
The team is interested in identifying the contributing factors specific to each shift that
causes an increased risk of CF.
Implications
According to Sacco et al. (2015), establishing the prevalence of compassion
satisfaction and compassion fatigue in critical care nurses is linked to contributing
demographic, unit, and organizational characteristics such as sex, age, educational level,
unit, acuity, change in nursing management, and major systems change. The implications
for positive social change include ensuring nurses are prepared with the educational tools
needed to bring about an increase of nursing and patient satisfaction while recognizing a
condition that will affect the outcomes of patient care and their well-being.
Policy
The negative exposure of CF and the negative impact of the symptoms of CF can
leave nurses feeling unsure about the status of their employment should the condition
worsen. An employee assistance program for nurses with extreme exposure to CF could
be developed that would assist with developing an effective methods for coping plan.
Kelly, Runge and Spencer (2015), examined the problem of CF and CS in acute care
nurses in a hospital-based setting and identified predictors for burnout which included
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lack of meaningful recognition. In addition, other predictors were nurses with more years
of experience, and nurses in the “Millennial” generation (ages 21–33 years) were at
increased risk for CF. The study determined when nurses received meaningful
recognition they were less likely to have CF, and experienced a positive impact and have
higher job satisfaction.
Practice
The implementation of this project should bring awareness to the problem of CF
by providing ED nurses with an education initiative that will help them to identify the
risk factors and contributing factors. The ED nurses will have the information needed to
intervene on their own behalf in an effort to stop the escalation of symptoms that can
impede quality patient care. Hunsaker et al., (2015) suggest improving recognition and
awareness of CF in an effort to prevent emotional exhaustion, and help identify
interventions that will help nurses remain empathetic and compassionate professionals.
Research
The implication for this project in research includes a decrease in nursing sick
time used and increased patient satisfaction. The use of research in practice provides a
positive outlook for the healthcare organization and demonstrates where the priority of
care is focused. As stated by Smeltzer, Sharts-Hopko, Cantrell, Heverly, Nthenge, and
Jenkinson, (2015) the translation of research into safe, high-quality, and cost-effective
care is recognized in nursing and is improving through the use of nurses and their
contribution to the profession as nurse scientists, and practice leaders.
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Social Change
Health care organizations are aware of CF, however, they have not identified the
best outcomes for nurses employed in critical care departments, thus far, due to their
continued exposure. The project promotes social change through the facilitation of
patient satisfaction, the quality of patient care, and prevention of CF on nursing staff.
The education initiative provided the emergency department with the best evidence-based
literature currently available to assist staff and improve patient and nursing outcomes.
Strengths and Limitations
The strengths of this project included the literature review that provided the
history about CF, and current evidence based interventions used to help the organization
develop strategies for coping, thus improving quality care. Another strength is the
willingness of the leadership team to be involved, and to empower myself to develop this
QI initiative to educate my peers. The limitation of this project includes the inability to
implement the developed strategies for coping within the ED until after graduation.
Analysis of Self
The following section will consist of a self-analysis of my role in the project.
As Scholar
The process of developing this project exposed me to many aspects of research
and quality improvement I never knew existed. The evidence-based information I
reviewed advanced my knowledge base about concepts, frameworks and designs that are
needed to make a project successful. The project preparation experience has increased
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my knowledge about literature reviews, evidence based practice and research, the
institutional review board process, my scholarly writing and factors that will help to
strengthen my clinical practice.
As Practitioner
The nursing profession has evolved from the days when nurses were viewed as
maids to their patients to the current status where nurses are at the forefront of clinical
practice. Nurses are now empowered as practitioners to provide primary care with the
collaboration of a medical provider. As a practitioner, developing a rapport with patients
is essential to helping them achieve and meet their health goals. The ability to provide
quality care, identify challenges to quality care, and developing a plan to ensure patients
are satisfied are the key elements practitioners should have. The DNP program helped
prepare me for the other aspects of patient care required as a DNP such as evidence-based
research, educational initiatives to improve quality care, and improving the workforce
through communication and teamwork.
As Project Developer
The process of preparing this DNP project has provided me with the knowledge
about research study, and the methods to designing an evidence based quality initiative
quality improvement educational plan. Throughout the project development, I learned to
be patient and to appreciate the process of the institutional review board as they work
diligently behind the scenes to ensure an ethical approach to protect those involved in the
project. The team contributed to the project by helping me to identify the best
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communication tool to relay information regarding the project and for organizing team
meetings.
Contribution to My Professional Development
The DNP project preparation process has prepared me for the higher level
leadership role expected of the DNP degree. I learned how analyzing findings are a key
part for translating research in to clinical practice. The project process has contributed to
my professional development by strengthening my knowledge of how teamwork can be
instrumental when evaluating results from educational initiatives and evidence-based
practice combined, and can improve patient outcomes, patient safety, quality care, and
employee relations thus promoting employee satisfaction.
Summary
The goal of this DNP project was to provide an educational initiative to ED nurses
employed at the project site about risk factors and methods for coping with CF. The
project provided ED nurses with valuable information that will help them to cope with
CF. Through the educational initiative, nurses are better informed about contributing
factors, risk factors, signs and symptoms, and methods to early identification and coping.
The plan for dissemination of the project will be presented in Section 5.
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Section 5: Scholarly Project Dissemination
Compassion fatigue is a problem seen within healthcare institutions worldwide,
especially critical care units and emergency departments. The effects of compassion
fatigue cross nurse–patient boundaries, and negatively impact patients expectations of
having a quality care experience. The Iowa model’s evidence-based team approach
was used to guide the development of the education initiative for nurses on recognizing,
preventing, and identifying methods of coping with CF in the ED. The outcome products
for the project included an extensive review of the literature, a curriculum plan to educate
ED nurses on CF, and a pretest/posttest to validate ED nurses knowledge about CF.
The content of the project was measured by 2 masters-level prepared education experts
using a dichotomous scale. The scale evaluated content material using total scores of 1
for content “not met” and total scores of 2 for content “met”. The average score was 2,
which demonstrated the objectives for the education initiative were identified and the
goals were met. The content experts also conducted content validation of each of the
14 item pretest/posttest items using a 4-point Likert scale ranging from “not relevant = 1
to very relevant = 4” that resulted in a content validation index of 1.00 showing that the
test items were covered in the curriculum. Recommendations were made for item
construction improvement and omission of the Iowa model from the curriculum plan and
pretest/posttest. The project promotes social change through the facilitation of patient
satisfaction, the quality of patient care, and prevention of CF on nursing staff. The
implications for positive social change include ensuring nurses are prepared with the
educational tools needed to bring about an increase of nursing, and patient satisfaction
while recognizing a condition that will affect the outcomes of patient care and their wellbeing. This project was developed to help nurses, patients and the healthcare
organization identify a relevant problem in emergency departments that hinders the
provision of quality care.
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factors within
the critical
care units?
The article’s
focus is to
identify
factors that
predict the
decrease of
retention
with
emergency
department
nurses. What
are the
factors that
hinder
nursing
retention in
emergency
departments?

Mixed
method.
Survey.
Questionnair
es
221 critical
care nurses
responded to
the survey
questions
about
compassion
fatigue and
compassion
satisfaction
based on sex,
age,
educational
level, unit,
acuity,
change in
nursing
management,
and major
systems
change.

Mixed
method.
261
registered
nurses
working in
the 12
designated
emergency
departments
within rural,
urban
community
and tertiary
hospitals in
Manitoba,
Canada.

The participating
nurses reported
significant
differences in
compassion fatigue
and compassion
satisfaction based on
different variables.

Understanding the
elements of professional
quality of life and its
relationship to standards
for healthy work
environment can have a
positive effect on patient
outcomes.

Level III

Twenty-six per cent
of the respondents
will
probably/definitely
leave their current
emergency
department jobs
within the next year.
Engagement was the
key predictor of
intention to leave (P
< 0.001) and was
associated with job
satisfaction,
compassion fatigue,
compassion
satisfaction and
burnout (P < 0.05).
In an ordinal leastsquares model (R2 =
0.44), nursing
management,
professional
practice,
collaboration with
physicians, staffing
resources and shift
work emerged as
significant
influencing factors.

Engagement plays a
central role in emergency
department nurses
intention to leave.
Addressing the factors that
influence engagement may
reduce emergency
department nurses
intentions to leave.

Level III
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Smart, D.,
English, A.,
James, J.,
Wilson, M.,
Daratha, K. B.,
Childers, B., &
Magera, C.,
(2014).
Compassion
fatigue and
satisfaction. A
cross-sectional
survey among
US healthcare
workers. Nursi
ng & Health
Sciences, 16(1).
3-10, doi:
10.1111/nhs.12
068

Middle
Range
Theory,
Descriptive
Theory

The article’s
focus is on
compassion
fatigue and
compassion
satisfaction
levels as
measured by
the
Professional
Quality of
Life Scale
self-report
instrument in
a community
hospital in
the United
States. What
are the
differences in
levels of selfreported
professional
quality of life
among
groups of
healthcare
workers?

Mixed
method.
Survey.
253
participants,
which
included
registered
nurses,
physicians,
and nursing
assistants,
were chosen
to complete
the survey to
measure
their
compassion
fatigue and
compassion
satisfaction
levels, 139
participants
returned
their surveys.

The study was
analyzed using
Statistical Package
for the Social
Sciences version
17.0 software. The
results were based
upon descriptive
characteristics
related to hours
worked, years of
experience as a
nurse and years of
employment in the
emergency
department.

Relationships between
professional quality of life
ratings and individual and
organizational variables
identified in this study
build on what is
understood about
compassion fatigue and
compassion satisfaction.
Differences in selfreported burnout can be
found among work units,
and critical care
environments may provide
some protection when
compared to less critical
units.

Level III
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Appendix B: Professional Quality of Life (ProQOL) Scale Permission
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Appendix C: Professional Quality of Life Scale
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Appendix D: Curriculum Plan
Problem: The problem addressed in this design-only Doctorate of Nursing Practice
(DNP) project is compassion fatigue (CF) which is experienced by nurses in the
emergency department (ED).
Purpose: The purpose of this DNP project is to develop an initiative to educate ED
nurses on recognizing, preventing, and identifying methods of coping with CF.
Goal: The goal of this DNP project is to bring awareness of CF among ED nurses
through an educational initiative.
Administer Pretest
Administer Satisfaction
tool

Objectives

Content Outline

Evidence

Method of

Method of

Presenting

Evaluatio

Grading the Evidence

n P/P Item

At the conclusion of this
educational experience
ED nurses will be able to
identify.

The learner will identify

1)

the project significance

Introduction

a.

Boyle D. (2011)

Oral and

a.

Level 3

1.

b.

Coetzee, S., &

Power point

b.

Level 3

Klopper, H. (2010).

presentation

c.

Level 3

Flarity, K., Gentry J.

, group

d.

Level 3

Project Significance

and purpose of the

a.

Nursing exposure

curriculum plan

b.

Increased risk factors for ED

developed to educate ED

c.

E., & Mesnikoff, N.

nurses

nurses about CF.

c.

(2013).

Importance of identifying the
problem before symptoms

d.

d.

Wetsel, M. A., &

Negative Organizational

Reimels, E. (2010).

impact
2)

Purpose of Curriculum
a.

Introduction to CF

b.

Identifying the contributing
factors for CF

c.

e.

Hunsaker, S., Chen,
H., Maughan, D. &
Heaston, S. (2015).

f.

Mackusick, C. &
Minick, P. (2010).

Review of coping methods for
CF.

Hooper, C., Craig,
J., Janvrin, D. R.,

worsen

g.

Sacco, T.,
Ciurzynski, S.,
Harvey, M., &
Ingersoll, G. (2015).
S

h.

Smart, D., English,
A., James, J.,
Wilson, M.,
Daratha, K. B.,
Childers, B., &
Magera, C. (2014).

discussion

1, 2

e.

Level 3

f.

Level 3

g.

Level 3

h.

Level 3
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The learner will distinguish

3)

contributing factors of CF that

Background

a.

Boyle D. (2011)

Oral and

a.

Level 3

1.

b.

Coetzee, S., &

Power point

b.

Level 3

c.

Level 3

d.

Level 3

e.

Level 3

What is CF

increase effects and exposure

a.

Lack of empathy

to CF.

b.

Loss of ability to connect with

Klopper, H. (2010).
c.

T. Q. (2015).

patients
2.

3.

What are the contributing factors?
a.

Burn out

b.

Critical Care Units

c.

Stress

d.

Decreased work performance.

b.

Decreased employee

3-5

, group
discussion

Hunsaker, S., Chen,
H., Maughan, D. &
Heaston, S. (2015).

e.

Sacco, T.,
Ciurzynski, S.,

What are the effects?
a.

Harris, C. & Griffin,

presentation

Harvey, M., &
Ingersoll, G. (2015).

satisfaction.

The learner will distinguish

4)

c.

Increased sick calls

d.

Decreased quality patient care.

e.

Decreased patient satisfaction.

Risk Factors

factors placing nurses

a.

employed in critical care areas

Burn out (working long

a.

Bush N. J. (2009).

Oral and

a.

Level 3

b.

Flarity, Gentry, &

Power point

b.

Level 3

c.

Level 3

d.

Level 3

e.

Level 3

hours)

at higher risk for the exposure

b.

to CF.

Stress (personal or work

Mesnikoff, 2013
c.

related)
c.

Emotional trauma such as

Harris, C. & Griffin,

presentation

6-8

, group
discussion

T. Q. (2015).
d.

crying or feeling angry and

Hunsaker, S., Chen,
H., Maughan, D. &

frustrated

Heaston, S. (2015).
e.

Smart, D., English,
A., James, J.,
Wilson, M.,
Daratha, K. B.,
Childers, B., &
Magera, C. (2014).

The learner will identify the
different levels of symptoms,
methods for recognizing CF,

5)

Recognizing CF

a.

Dunn, D. J. (2009).

Oral and

a.

Level 3

1)

b.

Harris, C. & Griffin,

Power point

b.

Level 3

T. Q. (2015).

presentation

c.

Level 3

Hegney, D. G.,

, group

d.

Level 3

Moderate & physical

Craigie, M.,

discussion

e.

Level 3

symptoms (weakness,

Hemsworth, D.,

f.

Level 3

headaches, poor appetite

Osseiran-Moisson,

Severe & psychological

R., Aoun, S.,

symptoms (anxiety,

Francis, K., &

depression, and poor job

Drury, V. (2014).

Levels of symptoms
a.

and the signs and symptoms.

Mild & emotional symptoms
(fatigue & lack of empathy)

b.

c.

c.

9 - 11
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performance).

d.

Hooper, C., Craig,
J., Janvrin, D. R.,
Wetsel, M. A., &
Reimels, E. (2010).

e.

Hunsaker, S., Chen,
H., Maughan, D. &
Heaston, S. (2015).

f.

Smart, D., English,
A., James, J.,
Wilson, M.,
Daratha, K. B.,
Childers, B., &
Magera, C. (2014).
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The learner will identify the

6)

Misdiagnosing CF
1)

psychological conditions that
are used interchangeably with
CF.

a.

Psychological components
a.

Depression

b.

Secondary Traumatic Stress

b.

c.

Level 3

b.

Level 3

c.

Level 3

d.

Level 3

e.

Level 3

a.

Level 3

b.

Level 3

c.

Level 3

Dominguez-Gomez,

Craigie, M.,

(PTSD) – psychological effect

Hemsworth, D.,

of an actual traumatic

Osseiran-Moisson,

12, 13

, group
discussion

R., Aoun, S.,

and flashbacks

Francis, K., &

Difference of STS and PTSD

Drury, V. (2014).

(reaction of actual condition
versus reaction to someone’s

presentation

Hegney, D. G.,

Post-traumatic Stress Disorder

experience such as nightmares

d.

a.

Power point

N. (2009).

symptoms caused by someone

c.

Oral and

A. (2003).

E., & Rutledge, D.

(STS) – emotions or

else’s traumatic experience.

Collins, S. & Long,

d.

Mackusick &
Minick, (2010).

reaction of the condition).
e.

Mealer, M. & Jones,
J. (2013).

The learner will identify and
describe negative impacts
caused by CF on the healthcare
organization, nurses and

7)

Organizational Barriers

a.

Boyle D. (2011)

Oral and

1)

b.

Hooper, C., Craig,

Power point

Negative Impacts
a.

Increased nursing sick calls.

b.

Decreased nursing retention.

c.

Decreased patient satisfaction.

J., Janvrin, D. R.,
Wetsel, M. A., &

patient care.
c.

presentation
, group
discussion

17

Reimels, E. (2010)

d.

Level 3

Hunsaker, S., Chen,

e.

Level 3

H., Maughan, D. &
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d.

Heaston, S. (2015).

f.

Level 3

Huppertz, J. W., &

g.

Level 3

h.

Level 3 and 4

a.

Level 3

b.

Level 3

c.

Level 3

d.

Level 3

Smith, R. (2014).
e.

Hurst, K & Smith,
A. (2011).

f.

Jones, C. B., &
Gates, M. (2007).

g.

Mackusick, C. &
Minick, P. (2010).

h.

Sawatzky, J. V., &
Enns, C.L. (2012).

The learner will identify and

8)

Outcomes

discuss methods for coping and
managing CF based upon the

1.

a.

Dunn, D. J. (2009).

Oral and

b.

Flarity, K., Gentry J.

Power point

E., & Mesnikoff, N.

presentation

(2013).

, group

Harris, C. & Griffin,

discussion

Interventions and coping strategies.
a.

literature review.

.Balancing nursing
assignments by reevaluating
the nurse to patient ratio.

c.

T. Q. (2015).
d.

Houck, D. (2014).
Hegney, D. G.,

b.

Implementing a journal club

Craigie, M.,

and self-paced teaching

Hemsworth, D.,

module in the ED.

Osseiran-Moisson,

c.
d.

2)

R., Aoun, S.,
Providing resources for

Francis, K., &

therapy on and off site.

Drury, V. (2014).

What are the coping options?
a.

Working less hours.

b.

Collaborating with
management to improve
employee satisfaction and
decrease BO.

Informing management when contributing factors and increase
risk are present.
Administer Post Test

18

Level 3
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Appendix E: Content Expert Evaluation of Curriculum Plan
Product for Review: Literature Review Matrix, Curriculum Plan, Pretest/Posttest
Instructions: Please review each objective related to the curriculum plan, content and
matrix. The answer will be a met or not met with comments if there is a problem
understanding the content or if the content does not speak to the objective.
At the conclusion of this educational experience, the participant will be able to:
Not Met = 1 Met = 2
Objective
I.

Met
II.
Met

III.

Met
IV.

Met
V.
Met

Evaluator 1

Evaluator 2

2

2

Average
Score
2

2

2

2

distinguish factors placing nurses employed in 2
critical care areas at higher risk for the
exposure to CF.

2

2

2

2

2

identify the psychological conditions that are 2
used interchangeably with CF.

2

2

identify the project significance and
purpose of the curriculum plan developed to
educate ED nurses about CF.
Not Met
distinguish contributing factors of CF that
increase effects and exposure to CF.
Not Met

Not Met
identify the different levels of symptoms,
methods for recognizing CF, and the signs
and symptoms.
Not Met

Not Met
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VI.

Met
VII.

Met

identify and describe negative impacts
caused by CF on the healthcare
organization, nurses and patient care.

2

2

2

2

2

2

Not Met
identify and discuss methods for coping and
managing CF based upon the literature
review.
Not Met

Recommendations:
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Appendix F: Content Validation Index Summary by Content Experts of Curriculum Plan
Not Relevant = 1, Somewhat Relevant = 2, Relevant = 3, Very Relevant = 4
Objective
I.

distinguish contributing
factors of CF that increase
effects and exposure to CF.

III.

distinguish factors placing
nurses employed in critical
care areas at higher risk for
the exposure to CF.

V.

VI.

Evaluator 2 Score
4

Avg. Score
1

4

4

1

4

4

1

4

4

1

4

4

1

4

4

1

identify the project
significance and purpose
of the curriculum plan
developed to educate
ED nurses about CF.

II.

IV.

Evaluator 1 Score
4

identify the different
levels of symptoms,
methods for recognizing
CF, and the signs and
symptoms.

identify the psychological
conditions that are used
interchangeably with CF.
identify and describe
negative impacts caused
by CF on the healthcare
organization, nurses and
patient care.
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VII.

identify and discuss
methods for coping and
managing CF based upon
the literature review.

Content Validation Score

Recommendations:

4

4

1

x

x

1.0
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Appendix G: Pretest/Posttest
Questions
1. The major risk factors for compassion fatigue include (select all that apply)
a. Burnout
b. Stress
c. Emotional trauma
d. Increased Census
2. Name two effects of compassion fatigue on the patient (select all that apply)
a. Decreased quality patient care
b. Decreased work performance
c. Decreased patient satisfaction
d. Decreased empathy
3. Research studies have found compassion fatigue affects nurses who
a. Are employed in critical care areas and exposed to trauma daily
b. Have work related stressors and no organizational support
c. Care for one patient per day
d. Call out sick to a repeat of the previous days assignment
e. A and B only
4. What is compassion fatigue?
a. Increased sympathy for patients
b. Increased empathy for patients
c. Loss of connection with patients
d. All of the above
5. Contributing factors to compassion fatigue exposure include all EXCEPT
a. Working long hours
b. Career dissatisfaction
c. Staffing shortages
d. Increased absenteeism
6. The scale used to measure the prevalence of compassion satisfaction in nurses is
a. Stress scale
b. ProQOL scale
c. Life scale
d. Burnout scale
7. Weakness and headaches are signs of which level of compassion fatigue?
a. Mild
b. Moderate
c. Severe
d. All of the above
8. Recognition of compassion fatigue is noted when nurses exhibit symptoms such
as
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a. Disengagement from patients
b. Attending to patients concerns and request
c. Advocating for patient care
d. Following up on patient results
9. Psychological components of compassion fatigue include
a. Depression, Secondary Traumatic Stress & Post Traumatic Stress
Disorder
b. Anxiety and mania
c. Obsessive compulsivity
d. Suicidal and homicidal ideations
10. Name two effects of compassion fatigue on the employee (fill in the blank)
• decreased work performance
• increased sick calls
11. Signs that the organization is negatively impacted by compassion fatigue is
evident when
a.
b.
c.
d.

Nursing sick calls increase.
Nursing retention decreases.
Patient satisfaction decreases.
All of the above.

12. Outcomes for compassion fatigue will be effective when
a. Nurses are able to remove themselves from the source of distress.
b. Nurses can identify risk factors and coping methods.
c. Nurses are able to implement the correct coping strategies before
symptoms escalate.
d. Leaders collaborate with the nursing staff on the identification and
prevention of compassion fatigue.
13. Compassion fatigue is described as an emotional, physical and mental disconnect
that affects the ability of nurses to empathize with patients and their illness. True
or False.
14. The difference between Secondary Traumatic Stress (STS) and Post-Traumatic
Stress Disorder (PTSD) is: STS is caused by the effects from an actual exposure
while PTSD is a reaction to someone else’s exposure. True or False
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Appendix H: Pretest/Posttest Expert Content Validation

INSTRUCTIONS: Please circle each item to see if the question is
representative of the course objective and the correct answer is reflected
in the course content.
Test Item # 1 Not Relevant Somewhat Relevant Relevant Very Relevant
1. The major risk factors for compassion fatigue
include (select all that apply)
a. Burnout
b. Stress
c. Emotional trauma
d. Increased Census
Comments:

Test Item # 2 Not Relevant Somewhat Relevant Relevant Very Relevant
2. Name two effects of compassion fatigue on the patient
(select all that apply)
a. Decreased quality patient care
b. Decreased work performance
c. Decreased patient satisfaction
d. Decreased empathy
Comments:
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Test Item # 3 Not Relevant Somewhat Relevant Relevant Very Relevant
3. Research studies have found compassion fatigue
affects nurses who
a. Are employed in critical care areas and exposed to
trauma daily
b. Have work related stressors and no organizational support
c. Care for one patient per day
d. Call out sick to a repeat of the previous days assignment
e. A and B only
Comments:

Test Item # 4 Not Relevant Somewhat Relevant Relevant Very Relevant
4. What is compassion fatigue?
a. Increased sympathy for patients
b. Increased empathy for patients
c. Loss of connection with patients
d. All of the above
Comments:

Test Item # 5 Not Relevant Somewhat Relevant Relevant Very Relevant
5. Contributing factors to compassion fatigue exposure include
all EXCEPT
a. Working long hours
b. dissatisfaction
c. Staffing shortages
d. Increased absenteeism
Comments:
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Test Item # 6 Not Relevant Somewhat Relevant Relevant Very Relevant
6. The scale used to measure the prevalence of compassion
satisfaction in nurses is
a. Stress scale
b. ProQOL scale
c. Life scale
d. . Burnout scale
Comments:

Test Item # 7 Not Relevant Somewhat Relevant Relevant Very Relevant
7. Weakness and headaches are signs of which level
of compassion fatigue?
a. Mild
b. Moderate
c. Severe
d. All of the above
Comments:

Test Item # 8
Somewhat Relevant

Relevant

Not Relevant
Very Relevant

8. Recognition of compassion fatigue is noted when nurses
exhibit symptoms such as
a. Disengagement from patients
b. Attending to patients concerns and request
c. Advocating for patient care
d. Following up on patient results
Comments:
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Test Item # 9 Not Relevant Somewhat Relevant Relevant Very Relevant
9. Psychological components of compassion fatigue include
a. Depression, STS & PTSD
b. Anxiety and mania
c. Obsessive compulsivity
d. Suicidal and homicidal ideations
Comments:
Test Item # 10 Not Relevant Somewhat Relevant Relevant Very Relevant
10. Name two effects of Compassion Fatigue on the
employee (fill in the blank)
• Decreased work performance
• Increased sick calls
Comments:

Test Item # 11 Not Relevant Somewhat Relevant Relevant Very Relevant
11. Signs that the organization is negatively impacted by
compassion fatigue is evident when
a. Sick calls increase
b. Retention decreases.
c. Patient satisfaction decreases.
d. All of the above.
Comments:
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Test Item # 12 Not Relevant Somewhat Relevant Relevant Very Relevant
12. Outcomes for compassion fatigue will be effective when
a. Nurses are able to remove themselves from the
source of distress.
b. Nurses can identify risk factors and coping methods.
c. Nurses are able to implement the correct coping
strategies before symptoms escalate.
d. Leaders collaborate with the nursing staff on
identification and prevention of compassion fatigue
Comments:

Test Item # 13 Not Relevant Somewhat Relevant Relevant Very Relevant
13. Compassion fatigue is described as an emotional, physical
and mental disconnect that affects the ability of nurses to
empathize with patients and their illness.
True or False.
Comments:

Test Item # 14 Not Relevant Somewhat Relevant Relevant Very Relevant
14. The difference between Secondary Traumatic Stress (STS)
and Post Traumatic Stress Disorder (PTSD) is:
STS is caused by the effects from an actual exposure
while PTSD is a reaction to someone else’s exposure.
True or False
Comments:
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Appendix I: Pretest/Posttest Expert Content Validation Index Summary
Not Relevant = 1, Somewhat Relevant = 2, Relevant = 3, Very Relevant = 4
Test Item

Evaluator
1 Score
4

Evaluato
r 2 Score
4

CVI

4

4

1

3. Research studies have found compassion fatigue
affects nurses who
a. Are employed in critical care areas and
exposed to trauma daily
b. Have work related stressors and no
organizational support
c. Care for one patient per day
d. Call out sick to a repeat of the previous days
assignment
e. A and B only

4

4

1

4. What is compassion fatigue?
a. Increased sympathy for patients
b. Increased empathy for patients
c. Loss of connection with patients
d. All of the above

4

4

1

1

1. The major risk factors for compassion fatigue include
(select all that apply)

a. Burnout
b. Stress
c. Emotional trauma
d. Increased Census
2. Name two effects of compassion fatigue on the
patient

a.
b.
c.
d.

Decreased quality patient care
Work performance
Decreased patient satisfaction
Decreased empathy
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5. Contributing factors to compassion fatigue
exposure include all EXCEPT
a. Working long hours
b. Career dissatisfaction
c. Staffing shortages
d. Increased absenteeism

4

4

1

6. The scale used to measure the prevalence of
compassion satisfaction in nurses is
a. stress scale
b. ProQOL scale
c. Life scale
d. Burnout scale

4

4

1

7. Weakness and headaches are signs of which level of
compassion fatigue?

4

4

1

8. Psychological components of compassion fatigue
include
a. Depression, Secondary Traumatic Stress &
Post Traumatic Stress Disorder
b. Anxiety and mania
c. Obsessive compulsivity
d. Suicidal and homicidal ideations

4

4

1

9. Name two effects of compassion fatigue on the
employee (fill in the blank)

4

4

1

a. Mild
b. Moderate
c. Severe
d. all of the above

•
•

Decreased work performance
Increased sick calls
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10. Signs that the organization is negatively impacted
by compassion fatigue is evident when
a. Nursing sick calls increase.
b. Nursing retention decreases.
c. Satisfaction decreases.
d. All of the above.

4

4

1

11. Compassion fatigue is described as an emotional,
physical and mental disconnect that affects the
ability of nurses to empathize with patients and
their illness.

4

4

1

4

4

1

4

4

1

4

4

1

True or False.
12. Outcomes for compassion fatigue will be
effective when
a. Nurses are able to remove themselves from
the source of distress.
b. Nurses can identify risk factors and coping
methods.
c. Nurses are able to implement the correct
coping strategies before symptoms escalate.
d. Leaders collaborate with the nursing staff
on the identification and prevention of
compassion fatigue.
13. The difference between Secondary Traumatic
Stress (STS) and Post-Traumatic Stress Disorder
(PTSD) is: STS is caused by the effects from an
actual exposure while PTSD is a reaction to
someone else’s exposure.
True or False
14. Recognition of compassion fatigue is noted when
nurses exhibit symptoms such as
a. Disengagement from patients
b. Attending to patients concerns and request

c. Advocating for patient care
d. Following up on patient results
Content Validation Index
Recommendations:

1.0
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Appendix J: Qualitative Summative Evaluation
Thank you for completing the summative evaluation on my project. Please complete and
return anonymously to assistant nurse manager’s office:
A. This project was a team approach with the student as the team leader.
1. Please describe the effectiveness (or not) of this project as a team approach
related to meetings, communication, and desired outcomes etc.
•

Effective leadership style

•

Provided an accurate and relevant subject matter to the team

•

Provided current evidence-based literature and implementations towards
the quality improvement project

2. How do you feel about your involvement as a stakeholder/committee
member?
•

Participation is needed to ensure the desired outcome of helping nurses to
recognize CF and providing patient satisfaction.

3. What aspects of the committee process would you like to see improved?
•

Managing meeting times to accommodate the other team members.

B. There were outcome products involved in this project the curriculum plan,
curriculum content evaluation, pretest/posttest and pretest/posttest content
validation.
1. Describe your involvement in participating in the development/approval of
the products.
•

Reviewed and contributed to the choosing of the most appropriate and
relevant content presented in each product.
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2. Share how you might have liked to have participated in another way in
developing the products.
•

Assisting with the actual choice of literature used in the literature review
matrix.

C. The role of the student was to be the team leader.
1. As a team leader how did the student direct the team to meet the project
goals?
•

Effective leadership

•

Knowledgeable of content

2. How did the leader support the team members in meeting the project
goals?
•

Ensured literature was available to address each of the factors presented as
challenges for the nurses in the ED.

D. Please offer suggestions for improvement.
•

Report any additional changes that may be worth adding to the project
plan.
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Appendix K: Iowa Model Permission
Used/Reprinted with permission from the University of Iowa Hospitals and Clinics. Copyright 2015. For
permission to use or reproduce the model, please contact the University of Iowa Hospitals and Clinics

((319)384-9098
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Appendix L: Poster Board Abstract Guidelines for New York State Emergency Nurses
Association Annual Conference
Abstract Guidelines
The paper and poster sessions are focused on topics that are of interest and importance
to nurses, managers, educators, researchers and others who practice in emergency care
settings. Abstracts must reflect either completed projects or projects in the final stages
of completion with results available for inclusion in the poster presentation. Suggested
topics include, but are not limited to, abstracts, which address clinical practice,
education, research, injury prevention, quality & patient safety, trauma, government
affairs, pediatrics, telephone triage, emergency medical services, forensics, etc.
Authors may submit abstracts for more than one paper and/or poster. ENA prefers to
accept posters and papers from a variety of authors. A primary presenter is the
individual who registers for the conference (registration is required) and who presents
the paper or poster at the conference. This presenter will have their poster hung at the
conference but the presenter does not need to stay at poster, they may attend classes
at the conference.
Note: Primary presenters are expected to adhere to the guidelines and schedules
concerning dates and time periods of poster display as well as the specific time periods
the presenters are required to be at their posters in order to answer questions and/or
discuss poster content with conference attendees. “Poster Instructions” outlining these
requirements are sent via e-mail to the primary contact and primary presenter prior to
the date of the conference.
Any presenter who deviates from the guidelines and schedule will forfeit his/her
stipend.
Poster Awards Program: Sponsored by the NYSENA, the Poster Awards Program is open
to all authors of presented posters (both ENA members and non-members).Two awards
will be given out – one for the best Research poster, and one for the best Evidencebased Practice poster. To be eligible for this award, the poster must be set up at the
start of the conference - NO exceptions.

87
NYSENA abstract reviewers will review and select the abstracts for poster and/or paper
presentations
based on written expression as well as the abstract content set out below.
Abstract Content
Structured abstracts include only essential information for communicating the nature
and results of the study or project. Note: The seven headings listed below MUST be
included in ALL abstracts.
Purpose: Begin with one to two background sentences stating the scope or nature of
the problem you are addressing in your research or evidence-based project; i.e., the
rationale supporting the need for the endeavor. Clearly state the objective of your
study/project.
Design: For research studies, state the design using appropriate terminology (e.g.,
utilization, prospective, descriptive, qualitative, quasi-experimental, experimental, etc.).
For evidence-based projects, describe whether this was a staff development project,
quality assurance project, etc.
Setting: Describe the study/project setting (e.g., a teaching, urban level I trauma
center).
Participants/Subjects: Describe the characteristics of participants and include the
procedures for selecting the participants with inclusion/exclusion criteria (e.g., adult,
white, male, mean age 26, trauma patients randomly selected during the two-week
study period). Identify measures to protect human subjects, if appropriate to the study
or project. Evidence-based practice abstracts must also include this section; a response
of “n/a” is not acceptable.
Methods: Describe the study/project procedures, interventions, and evaluation
methods or data analyses. Instruments or tools (including questionnaires) should be
described in detail. Variables and measurements should be defined.
Results/Outcomes: Present the specific data that address your research questions or
project purpose. Include statistical data, if appropriate. Evaluate the outcomes of this
study/project in relation to the need for this study/project. For research in progress,
present the preliminary findings.
Implications: State reasoned conclusions based on the data presented and implications
for emergency nursing research, education, practice, and/or policy. Provide
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recommendations for managers, leaders, nurses, and researchers as appropriate. For
research in progress, provide anticipated or projected outcomes of the study.
Abstract Format & Submission Instructions
Abstracts not meeting the format/deadline requirements will be returned to the author
without review.
DO:
• Limit your abstract to 500 words or
less
• Use creative titles limited to 10
words or less
• Use an 11 point Arial font
•
•

Use single spacing and a 1-inch
margin
Send documentation as MS Office
2000 (minimum version)
attachments

•

• Do not use bold or underline
• Do not include author identification in the
abstract
• Do not include the institution name in the
abstract
• Do not send in PDF format; documentation
in PDF format will be returned
•
•
•

•
•
•

DO NOT:
Do not use all caps

Do not use acronyms in the abstract title,
e.g., ED, STEMI, CAUTI, EKG, etc.
Do not write using the first person, i.e., I, we,
our
Do not include graphs, charts, bullet points or
lists – abstract should be entirely in narrative
format
Do not cite references in the abstract

Abstracts must be submitted via E-MAIL
Include one copy of the Abstract Cover Sheet
Examples are available in the Journal of Emergency Nursing, April 2005, 31(2), 132-136
Criteria for Evaluating Posters: Judges will evaluate posters based on the following
criteria:
• Clarity and conciseness of the problem statement
• Clarity and appropriateness of methods
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• Appropriateness of data analysis, if applicable
• Conclusions aligned with the data and/or observations.
• Implications for emergency nursing practice discussed
• Demonstration of contribution to the emergency nursing knowledge base
• Clear organization of the poster
• Content of the poster is well written and concise
• Visually appealing
Awards: Three awards will be presented at the annual conference; one for research'
one for evidence-based practice and one for performance improvement. Each award
winner will receive:
1. An award certificate
2. A monetary award in the amount of $100
3. Their poster displayed as a “Poster Award Winner” for the duration of the
conference.
4. Their name(s) will be published in the conference publications and announced during
the conference.
5. Publication of their name as an award winner in Connection
6. Published in NYSENA Setting the Pace newsletter.
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Appendix M: Poster Board Presentation for New York State Emergency Nurses
Association Annual Conference

